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By the end, participants will be able to...

I 1. Describe the current federal policy landscape shaping Medicare and Medicaid physician payment.

2,

delivery and access.

.
» w

Analyze the implications of recent and proposed federal actions on payment stability, care delivery and

Identify advocacy priorities and policy levers in Congress, CMS and stakeholder coalitions.

Apply practical strategies for effective physician engagement with policymakers.
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Federal landscape: three active lanes

CONGRESS

Medicare

+ Reforms to MACRA - Patients
First Act

Budget neutrality reforms -
Provider Reimbursement
Stability Act

Addressing care management
cost-sharing for patients

Medicaid
* Fraud, wasteand abuse

cms

Medicare

2027 Medicare Physician Fee
Schedule Proposed Rule
OPPS changes around site of
service payment differentials
Models being tested at CMMI

Medicaid

*+ Community Engagement
Interim Final Rule

«  State Directed Payments
Proposed Rule

STAKEHOLDERS

House of Medicine

Primary care coalitions (e.g.,
(e.g., Primary Care
Collaborative, G6)
Value-based payment groups
groups




Up First: Medicare
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Medicare payment: Congress is listening

“To truly reduce the costs of health care, we must invest “We need to pay family physicians for preventing
in health, and health starts with primary care.” disease, not incentivizing the delivery of more services
to treat it.”
~ Shawn Martin, CEO & EVP of the AAFP —Dr. Steven Furr, MD, FAAFP, Past President of the AAFP
March 2026 May 2026
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Patients First Act: what family physicians should know

MEI-based conversion factor update beginning in 2027, with a floor/ceiling mechanism and higher update for
qualifying APM clinicians
Raises the work GPCI floor in “high inflation years,” with an additional bump for rural localities

Payment update

Five-year PMPM model for primary care clinicians in independent practice

Primary care
Services covered include office visits, care management, BHI, and tech-based communications

PMPM pllot «  Patient cost-sharing waived
Measurement * Replaces MIPS with POINTS after a five-year phase in, maintains low-volume exemption, and caps payment
reform adjustments during transition
« New physician-majority task force to develop specialty-specific quality measures for CMS
APM reforms * Freezes current advanced APM threshold for three years
« Provides the Secretary with additional flexibility to lower the threshold in order to increase participation in new
models

Budget neutrality * Raises the budget neutrality threshold
* Requires CMS to correct over-or under-utilization assumptions
Requires more timely updates to practice expend cost inputs
* Limits annual changes to the CF to 2.5% outside of the required inflationary update
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Primary care PMPM pilot: why it matters

PREDICTABLE PAYMENT
PMPM payments would be paid prospectively, and encompass care
encompass care management, office visits, behavioral health

health integration and technology-based communications.
communications.

FOCUS ON PRIMARY CARE CLINICIANS

Eligibility is focused on physician-majority-owned settings and
settings and primary care clinicians (family medicine,
geriatrics, peds, general IM, and APPs providing at least 60%

PATIENT ACCESS

Waives patient cost-sharing for PMPM payments, reducing
financial barriers to longitudinal, comprehensive care.

NOT A ZERO-SUM CUT

PMPM payments would exempt from Medicare budget
neutrality, ensuring there aren't broad cuts as a result.
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least 60% primary care services).
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2027 Medicare physician fee schedule: policy updates

Conversion factor
updates

Teaching physician
policy updates

E/M resource overlap

G221 payment
updates

New relevant codes

CY 2027 APM CF: $33.1693 (a decrease of $0.40 or 1.19 percent)

€Y 2027 nonqualifying APM CF: $32.8409 (a decrease of $0.56 o 1.68 percent).

Cut driven by the expiration of the statutorily-provided temporary 2.5 percent payment increase
Estimated impact on total allowed charges by family physicians will be +1% in 2027

Proposes that all levels of an office E/M service provided in primary care centers may be provided under direct
supervision of the teaching physician in such cases where the teaching physician believes such care is clinically
appropriate without the presence of a teaching physician

Allows billing for telehealth services when the resident is physically present with the beneficiary and the
teaching physician participates virtually, or vice versa

Proposes to reduce payment when a separately identifiable office visit is furnished by the same physician (or a
physician in the same group practice) on the same day as a 0-, 10~, and 90-day global procedure

Most expensive service would be paid at 100%, and all other procedure(s) or E/ visit(s) would be paid at 50
percent

Proposes to replace code G2211 with a modifier (temporarily labeled MOD1 and MOD2) that would increase
the value of the E/M code to which it's appended by 16% (non-ACOs) and 32% (ACOs)

Creation of new advance care planning (ACP) codes that more explicitly describe and value the contributions of
clinical staff in the provision of services

Proposes to create coding and valuation specifically for shared medical appointments, also known as group visit,
and a HCPCS G-code for “vaccine adverse effects management”
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2027 Medicare physician fee schedule: RFls galore

Redesigning Primary
Care to MAHA RFI

RFI on PE RVUs and
Global Surgical
Services

CPT RFI

Seeking information on relative undervaluation of primary care services, how CMS might pay for technology-
enabled primary care, and the potential for CMS to establish prospective primary care payments (PPCP)
Requests feedback on distinguishing between one-time consultative visits and care that is part of a longitudinal
relationship within the office/outpatient E/M code set, revisions to care management codes to improve value
and uptake, and improvements to the IPPE and AWV

Proposes to pause the data collection related to how to best value global surgical services and asks whether all
physicians should be required to report 99024 when providing a postoperative follow-up visit otherwise
included in a global surgical service.

Seeks comments on various issues related to PE RVUs, including: whether a modifier should be established for
employed physicians and how to address the problem that the current structure of global surgery services has
effectively obscured how the components of care are individually valued and limited CMS’ ability to
disaggregate them

Examining the role of the AMA's CPT coding system and RUC in physician payment policy, seeking comments on
the impact of AMA's control of CPT licensing, whether the current process appropriately reflects medical
necessity, potential alternatives to CPT as the national coding standard, and whether payment systems based
on ICD-10 codes or other grouping methodologies could serve as an alternative




Next: Medicaid
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Community Engagement
Requirement Interim Final

Rule SC34

Implements the Medica
“community engagement" (work
reporting requirement) provisions
enacted in H.R. 1. Requires states to
begin implementation by January 1,
2027.

CMS goes beyond the law: it limits the.
medical frailty exclusion to five
categories (which H.R. 1 laid out) but
it requires states to assess not only
whether a patient has one of these
conditions, but also whether the
condition significantly impairs the
patient's ability to meet the
community engagement requirement.

Implementation of H.R. 1: Medicaid provisions

1. Increased Documentation Requests: States may rely on documentation from physicians
and other clinicians to verify medice frailty. Physicians are likely to receive requests to:
document diagnoses; describe functional limitations; complete exemption forms; and support
perid: reveritcation of meslcal faly stabus.

2. Ongoing Reverification Requirements: States generally must reverify medical frailty at
\easl annually, and may do so more !requem\v el atestation s permitied only through 3027
in limited beginning in 2028,
Stringent

3. Risk of Coverage Loss for Clinically Stable Patients: Patients with chronic ilnesses
who remain stable because they are receiving ongoing treatment could lose Medicaid coverage
if they cannot demonstrate sufficient functional impairment to qualify for the medical frailty
exclusion.

n response to the IFR, the AAFP submitted the following recommendations to CMS:
« Revise and reissue this interim final rule to better align with the statutory framework for
community engagement and existing State capaci
Broaden the definition of medical frailty
Allow states greater flexibility to recognize additional medically vulnerable populations
Continue allowing self-attestation when reliable data are unavailable

move the additional functional limitation test for serious or complex medical conditions
Enable individual in ong;term recovery from substance use disorders to quaify as medieally

. C\xnlv thasCysicians provide clinical documentation only and should not be responsible for
making Meaicaid eligibility determinations
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State Directed Payment and
Targeted Practitioner
Payments Proposed Rule

Proposes major changes to two
Medicaid payment mechanisms:
State Directed Payments (SDPs) in
Medicaid managed care and
targeted Fee-for-Service (FFS)
practitioner payments in traditional
Medicaid. The proposal would
generally establish Medicare-based
payment caps and impose new
reporting and compliance
requirements on states

Implementation of H.R. 1: Medicaid provisions

aid supp
rams to support physic tic: imary ca
atives. Curren(ly 5D allow sates  direct Mcicaid managed care
organizations to make enhanced payments to certain “providers”. Many states use SDPs to increase
primary care payment rates, support behavioral health services. promote VBC models, and address
workforce shortages.

The proposal would cap all SDP payments at 100% of Nedic tes in expansio
P andi 110% in mon-expancion states. ntall the cop apples o fou senvice categories
identified in statute: inpatient and outpatient hospital, nursing facility, and qualified practitioner
services at academic medical centers. CMS proposes to expand beyond these categories, however,
in 2029 to all non-grandfathered SDPs, regardless of service type.

In our comments to CMS on the proposed rule, the AAFP recommends that they:
Limit SDP caps to the service categories specifically identified in statute.

Preserve state flexibility to support primary care and other access-focused payment initiatives.
Maintain states' ability to target supplemental payments to address workforce shortages and
access disparities.

Exempt services without meaningful Medicare payment equivalents.

simplify state implementation and reporting requirements.

Avoid overly restrictive definitions of provider classes.

Preserve flexibility for value-based payment arrangements.
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Slide 11

SC1

SC2

SC3

Perhaps in paragraph 2: “...it constrains the five statutory categories
of medical frailty” to indicate hr1 set the 5 but cms squeezed them

tighter
Sahana Chakravartti, 2026-07-20T19:18:06.492

For clarity we could rewrite this to “Enable individuals in long-term

recovery from substance use disorders to qualify as medically frail”
Sahana Chakravartti, 2026-07-20T19:23:35.854

| wonder if audiences would benefit from learning (in ur talking
points) about the difference between an IFR and a proposed rule?
Something along the lines of “folks are probably familiar with
proposed rules where an agency proposes a policy and seeks
comment before finalizing it, and that format generally provides
more room for us to shape the final outcome through
comments/meetings, etc. - on the flip side, IFR’s are pretty set in
stone and effective or largely operative immediately while still
accepting comments. So an IFR provides significantly less leverage
to shape the final outcome, but there is always a minor chance that
the agency revises it down the line, so we provide

recommendations and voice our concerns
Sahana Chakravartti, 2026-07-20T719:38:39.888



Finally: How to Advocate

8/14/2026

CORE IDEA

Advocacy is clinical care at
scale

Policy changes can remove barriers one patient visit at a time cannot solve.

Family physicians see the system before policymakers do.
Every day, exam rooms reveal patterns: delayed care, unaffordable coverage,
workforce gaps, misinformation, underfunded prevention, and administrative
frction. Advocacy converts those patterns into policy solutions that protect patients
and strengthen primary care.

The goal: turn clinical credibility into actionable change.
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TRANSLATION MODEL

How exam-room realities become policy change

A simple framework participants can use for any advocacy issue.
Listen Pattern Policy lever Evidence Action
sotutnstonang P amatrerscrtngtarter, P smiyunocomungers P parsorswtnratorst P et sucic oy
practice experence. ot just the one case, payer, regulator,egiiatue, and state data. funding, or versight step

Advocacy translates credi into leverag
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A message map for telling the primary care story

Use this as afill-in template for talks, meetings, testimony, or video asks.

Data proof

E)
&
-

3

prior authorization, Medicaid/Medicare payment,publichealthfunding, GME/THCGME,studentaid, vaccine access, rural practie stablfy.

8/14/2026
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led-in message map: primary care payment

The same five prompts, completed for one front—ready to adapt to your own practice.

Inmy practice, | see patients wait weeks for a visit while two nearby practices have closed.

“This is happening because primary care runs on a sliver of the budget and can' staff to meet demand.

Data proof National data show primary care drew just 4.5% of health spendingin 2023,

1am asking you to improve Medicare payment rates by cosponsoring the Patients First Act

fyou act, patients will keep their doctor, be seen sooner, and avoid worsened health outcomes.

e argumentforany fron
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TAKE ACTION

Ways to engage in AAFP advocacy

Four ways family physicians can turn everyday patient care into policy influence.

1 Take action online 2 Share your patient stories
Respond to AAFP Speak Out alerts and contact your legislators directy on Give policymakers the frontiine evidence that data alone cannotcanvey
the billthat shape family medicine. aboutyourpatients and practice.

3 Attend advocacy events 4 Support FamMedPAC
Jainthe Family Medicine Advocacy Sumit or chapter Advocacy Days Strengthen family medicine's collectve voice through AAF¥'s nonpartisan
state capitolsand meet face to face with lawmakers on the ssues that political ation comittee.
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GET INVOLVED

Become an Advocacy Ambassador

Avolunteer role for family physicians who want to lead advocacy in their community.

What it is How to join
1 Sign upthrough the AAFP advocacy portal
st 2 wlingness o speak up for 2 Completea short onboardingand advocacy training.

8/14/2026
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Question

Contact: Natalie Willi

Thank you!




